Rates of missed appointments have been reported to be between 20% and 50% in various mental health settings (1) . Previous research on missed appointments in both medical and mental health settings has provided conflicting findings, with some, but not all, researchers finding an association between missed appointments and low socioeconomic status, younger age, low level of education, a history of missed appointments, drug or alcohol abuse, poorer social functioning, having more severe psychiatric problems, and a poor relationship with the physician (2-6).
There are few reports examining such diagnostically specific groups as persons with schizophrenia. Our hypothesis, based on clinical experience, was that factors such as male sex, younger age, substance abuse, socioeconomically disadvantaged status, and unsupervised residence would result in poorer attendance.
Method
Subjects Subjects were 342 outpatients between age 18 and 79 years, all of whom had a DSM-IV diagnosis of schizophrenia, schizoaffective disorder, or delusional disorder and attended a psychiatric outpatient clinic. Diagnoses were determined by the staff psychiatrists according to DSM-IV criteria. Data were retrieved for all nurse therapist appointments in the clinic. Community outreach visits were excluded because they were often arranged in a less formal, unscheduled, or drop-in fashion.
We examined rates of nonattendance for persons with appointments in the Schizophrenia Treatment and Education Program (STEP) operating out of an inner-city teaching hospital. STEP provides assessment, treatment, and follow-up services for persons with severe and persistent mental illness. Frequency of appointments is individualized according to patient medication regime, level of symptom control, present level of functioning, and current rehabilitative needs.
Procedure
We collected data retrospectively for the period May 1, 1998, to July 31, 2000. We obtained basic demographic information, including sex and age, when patients first entered the program. We collected information on education, primary income source, current residence type, and work status. For individuals who experienced changes in the aforementioned factors during the study period, we used the most functional level.
Instruments
Two additional measures were included to examine patient functional levels. First, we gathered information regarding lifetime history of substance abuse from clinician ratings based on patient self-report and clinician assessment.
Second, we administered the Life Skills Profile (LSP), a measure that allows for the assessment of functioning in persons with schizophrenia (7) . The LSP provides a total score derived from 5 subscales that examine the following specific aspects of community functioning: Self-Care, Nonturbulence, Social Contact, Communication, and Responsibility. This instrument has been reported to have high interrater reliability and high test-retest reliability (7) . The literature also suggests that LSP scores remain strikingly consistent over time (8) . We administered the LSP within 3 months of the first outpatient contact and every 6 months thereafter. We used the most recent LSP score for data analysis.
Data Analysis
We chose the proportion of missed appointments as the most suitable measure for purposes of statistical analysis. The number of missed appointments was not an appropriate dependent variable because the total number of appointments per patient varied greatly (range 1 to 63). Examination of the data showed that a 20% cut-off value for missed appointments created 2 groups that were equivalent in terms of the mean number of missed appointments, which therefore controlled this possible confounding variable. We compared patients who missed less than 20% of their appointments (n = 162) with those who missed 20% or more of their appointments (n = 180).
We assessed differences between the groups with the chisquare test for categorical variables and the independent groups t-test for scaled variables. We used 2-tailed tests throughout and applied the Bonferroni correction to control for multiple comparisons.
Results
There were 5596 appointments during the period of the study, and of these, 1240 were missed (22.2%). Table 1 compares 2 groups (low and high nonattenders). There was no difference between groups in terms of the total number of appointments (16.71 vs 16.05). Between the 2 groups, age was the only demographic variable that showed a statistically significant difference: the average age at first appointment was approximately 3 years lower for patients who missed 20% or more of their appointments. For both groups, a history of substance abuse was also a statistically significant discriminating variable: patients with a greater proportion of missed appointments were rated as having more serious problems with drugs or alcohol.
The LSP total score and 4 of the 5 subscales showed significant differences between the 2 groups. Patients who missed 20% or more of their appointments had significantly lower total scores (indicating lower levels of community functioning) and significantly lower scores on the Responsibility, Self-Care, Nonturbulence, and Social Contact subscales.
Discussion
The rate of missed appointments in our study is consistent with the literature. In contrast to others, our study examined attendance rates in a relatively diagnostically homogeneous group. When we examined demographic variables, younger age was associated with greater risk of missing appointments. This may be associated with ambivalence regarding diagnosis and treatment. Younger age of onset has been associated with a greater risk of having concomitant substance use (9), which strongly related to rates of missed appointments in our study. Individuals who tended to miss appointments demonstrated impaired judgement and insight, reflected in lower scores on the Responsibility subscale of the LSP. Those in the high missed appointments group had lower scores on the LSP Social Contact subscale, likely reflecting greater social withdrawal as a result of their illness.
Contrary to our initial hypothesis, residence in a supervised group home did not result in better attendance. Similarly, education, work status, and income source had no effect on attendance. Our findings suggest that functional level is a stronger predictor of attendance than are socioeconomic factors. Limitations in the study include our restricting the analysis to visits with nurse therapists and the lack of a concomitant measure of symptom severity. We are aware of the difficulty in applying the results of grouped data to individuals in clinical practice. Ideally, it would be valuable to examine individual patterns of attendance to apply this in treatment planning. However, this was beyond the scope of the present study.
Conclusions
It may be possible for clinicians to better predict attendance at outpatient follow-up appointments based on an individual's functional level. Clinicians should be aware of such factors as substance abuse, lack of responsibility, and other functional deficits. Being able to predict the likelihood of missed appointments can also assist with scheduling professional time and, ultimately, improve patient care. 
Conclusions :
Ce portrait peut être utile pour aider les cliniciens à fixer leurs rendez-vous à cette population clinique, à identifier ceux qui peuvent avoir besoin de services d'approche communautaires et à améliorer leurs perspectives de traitement.
